augments the stability of good reduction of the medial and posteromedial cortex. 5. In patients with a small proximal femur, one of the 3 neck screws may have to be inserted using a free-hand technique, as the jig is too big for the femur. 5 This may lead to a slight mismatch of the threads of the screw hole in the plate and those on the locking screw head, which results in the screw not being fully locked. Bone grafting for the posteromedial void was not attempted in our series. 6. We agree that the lag screw length determines the use of the short or standard barrel plate. The 2 studies cited were not exclusive to treating unstable intertrochanteric fractures with the DHS. 6, 7 We too have used a short barrel plate for a lag screw size of ≤75 mm. 6 Nonetheless, we encountered occasional jamming of the lag screw, probably owing to the large posteromedial void in unstable intertrochanteric fractures. This large posteromedial void followed by axial loading in an unstable intertrochanteric fracture may lead to jamming of the lag screw in the barrel.
Only 15 mm of dynamisation is required with a DHS, 6 but when a DHS is used in an unstable intertrochanteric fracture without a lateral wall and there is smooth sliding with a short barrel without jamming, there is an uncontrolled coaxial collapse as there is no lateral buttress. In these cases, using a standard barrel plate may partly restrict this uncontrolled collapse by restricting the sliding length available for the lag screw. This may prevent the excess medialisation of the shaft. 
Anoop C Dhamangaonkar

Bipolar hemiarthroplasty for intracapsular femoral neck fractures in elderly patients
To the Editor: I read with interest the article by Rajak et al. 1 1. The authors included patients as young as 56 years, although the title indicated elderly patients. The mean age of the patients was 70 (range, 56-86) years. The authors failed to explain why hemiarthroplasty was performed instead of total hip arthroplasty. 15 of the patients had no comorbidities and were aged from 61 to 82 years. Patient mobility status or the use of walking aids before injury were not mentioned. The National Institute for Health and Care Excellence guidelines for management of hip fractures states that a total hip replacement should be offered to patients with a displaced intracapsular fracture who were able to walk independently, are not cognitively impaired, and are medically fit for anaesthesia and the procedure. 2 2. The authors stated that a cemented prosthesis was used when the bone was osteoporotic and the medullary canal was wide, but there was no mention of how they assessed the bone quality. The gold standard for measuring bone mineral density is by dual energy X-ray absorptiometry. Nonetheless, bone mineral density accounts for no more than 60% to 70% of bone strength. 3 3. The patients were only allowed partial weight bearing initially and then full weight bearing after 6 weeks. This is not the practice in the United Kingdom, as patients are allowed full weight bearing as tolerated from day 1. Further clarification for such a restriction is needed, especially as only one case of intra-operative periprosthetic fracture was encountered. 4. The authors stated that limb lengthening of <3.2 cm was not significant and did not affect outcome. How did the authors reach such a result when they only encountered one case of limb lengthening of 1.5 cm?
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